Mr A J, aged 17. Clerk History: Steatorrhoea for three years, complicated by poor weight gain and cedema. He has always been frail and has a long history of mild Raynaud's phenomenon; unusually small fingertips noted at the age of about 5. Nails poorly developed, and nodules occasionally appear on the fingers which rupture through the skin and discharge calcareous material. He is otherwise well and all other members of his family are completely healthy. 'Bird-like' facies; height and proportions normal, but weight below 3rd percentile (42.5 kg). Secondary sexual characteristics normal. Skin transparent but of normal thickness. Digits show recession of terminal phalanges with pseudoclubbing. Apart from varying amounts of leg cedema, there are no other abnormal physical signs. Investigations Tests of intestinal structure and function: Barium meal showed dilatation of small bowel with coarse mucosal pattern. Jejunal biopsy showed dilated lymphatics in tips of villi and in lamina propria (Fig 1) . Fecal fat 11 g/day (normal < 5).
Glucose tolerance test flat. Of an injected dose of "I'I polyvinylpyrrolidone, 7.8% was excreted in the stools in 4 days (normal < 1.5 %). Skeletal survey: Radiology of hands and feet showed resorption of terminal phalanges and subcutaneous calcinosis (Fig 2) . There were minor deformities of the long bones with bowing of radii and ulnae, varus deformities of femoral necks and unusual modelling of humeri and fibule. Skull X-ray showed flattening and asymmetry ofpituitary fossa.
Skin biopsy taken from a finger showed calcium deposits in epidermis surrounded by histiocytes. There was no evidence of scleroderma. 
Discussion
This patient has all the usual features of intestinal lymphangiectasia (Waldmann 1970) , and in addition has an unexplained skeletal disorder. Although he has mild Raynaud's phenomenon and subcutaneous calcinosis, the skin appearances are quite unlike those of scleroderma, which has also been excluded by the skin biopsy. Acro-osteolysis is a resorptive disorder of bone in which no specific cause or reaction has been determined. The condition may occur sporadically but many familial examples are reported (Cheney 1965 ). It has occurred in association with the Ehlers-Danlos syndrome (Newton & Carpenter 1959) and in people working with vinyl chloride polymers (Harris & Adams 1967) . The association of acro-osteolysis and intestinal lymphangiectasia appears not to have been described before.
Dr D M Krikler (The Prince of Wales's General Hospital, London N15) said that he had seen a man with similar features affecting his feet but without intestinal involvement (Krikler 1955) . He had made no pathological studies of the digits, but Gorham et al. (1954) had indicated that in some cases the bone resorption might be due to the presence of thin-walled angiomatous tissue, and he wondered whether the present patient might have these lesions in both gut and fingers. IVP was normal in 1966 and 1967, but in 1969 showed a mild right hydronephrosis and duodenoureteric fistula 1 cm below the pelvi-ureteric junction (Fig 1) . A barium meal demonstrated narrowing of the second part of the duodenum with ulceration; the fistula was related to the lower part of this stricture. Barium follow-through, cholecystogram and pancreatic and liver scans were normal. Attempts at duodenoscopy and peroral biopsy of the duodenum were unsuccessful. Progress: The patient declined operation in 1969 and has consistently done so since. Despite this his weight has increased and in recent months the frequency and severity of his attacks have diminished. The radiological appearances are, however, unchanged.
Only two previous cases of duodeno-ureteric fistula are known (Davis 1918 , Devlesaver 1969 . Pyeloduodenal fistula is slightly commoner but in
